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advances was the development of devices that could be 
placed in the inferior vena cava through short venotomies 
in the femoral or jugular vein. In the 1960s there were three 
groups who investigated and reported methods for accom- 
plishing this. There may be oaers. 
Dr. Cain has described Dr. Mobin-Uddin's contribu- 
tion, which was first reported in the Surgical Forum in late 
1967. As described in my article, Eichelter and Schenk, like 
Mobin-Uddin, had introduced catheters through short 
incisions in the femoral vein, which were positioned in the 
inferior vena cava. A smaller catheter, which had a flared tip 
that was compressible, was passed up the larger catheter. 
When the larger catheter was withdrawn, the end of the 
polyethylene tubing sprang out and produced what they 
described as an"umbrella ike sieve." The small catheter was 
then secured to the femoral vein with a suture for removal 
of the sieve at a later time. This device was a/so first 
described in 1967.11 do not find any reports of this device 
being used in human beings. Pate et al. 2 developed several 
intraluminal devices in their laboratory that could be 
introduced through the femoral vein. The model finally 
devised consisted of a spring steel wire that was bent into 
an A shape that, when released from its sheath, would 
spring against the vein wall deforming the vein into a 
narrow slit. This, like the Mobin-Uddin device, remained 
in the lumen. After successful use of this device in the 
laboratory, it was inserted into at least two patients. As 
mentioned by Dr. Cain, the Mobin-Uddin device was 
developed clinically and enjoyed widespread use for a few 
years. 
Once again I apologize to Dr. Cain for any perceived 
lack of credit that I have shown to Kazi Mobin-Uddin. As 
I stated in the article, "I have selected four innovations that 
I believe have been responsible for significant advances in 
the management of venous diseases during the twentieth 
century. There are others." I look forward to hearing from 
other "innovators." 
James A. DeWeese, ME) 
Division of Cardiothoracic Surgery 
University of Rochester 
601 Elmwood Ave. 
Rochester, NY 14642-8410 
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To the Editors: 
On reading the Presidential Address of James A. 
DeWeese in the November 1994 issue of the JOUR~AL OF 
VASCULAR SURGERY (1994;20:675-83), it was gratifying 
to see that venous urgery finally received recognition from 
a respected source. It has been treated as a stepchild for 
entirely too long by the leaders of vascular surgery. 
While the contribution was up to the expected high 
standard, a number of inaccuracies lipped into the 
narrative of the background of the "Jobst stocking." The 
fault was not the result of prejudice or negligence on the 
part of the author hut of the lack of correct information in 
the literary sources on which he had to rely. 
My acquaintance with the subject sterns from personal 
experience: Conrad Jobst was my patient at the Henry Ford 
Hospital when he brought forth the support hose with 
graduated pressure. 
Actually, Conrad Jobst's connection with the Henry 
Ford Hospital dates from 1930 (when he was 41 years old). 
During the following 27 years he remained under the 
intermittent care of the Department of Medicine at Henry 
Ford Hospital for usually trivial problems until his last 
illness. 
The early medical record of Jobst rather casually 
mentions that he "suffered from venous varicosities of both 
lower extremities." The varices had apparently been present 
for some years past. Much of the subsequent medical 
history ofJobst (from 1930 to 1947) is concerned with the 
treatment of varicose veins. He received an interminable 
series of sclerosing solution injections, and, when stasis 
ulceration developed in the left anlde region, paste boots of 
the Sooey variety were applied. 
Beginning in 1947, whenever Lawrence Fallis (second- 
in-charge in the Department of Surgery), who had been 
Jobst's regular attending physician, was otherwise occupied 
(he was soon to take over the Chairmanship), I took care 
of Jobst on his monthly visits. This happened quite 
regularly, and eventually I came to be considered his 
personal physician. 
In the reports that one reads about the origination of 
the graduated-pressure stocking, a good deal is said about 
Jobst's "scientific experiments" on the venous hemodynam- 
ics of the lower extremities. It is a profound mystery to me 
how this story was invented. 
Jobst was not scientifically trained, hut be was highly 
intelligent and had a curious and inventive mind, and his 
approach to solving problems was robustly practical. 
Incidentally he was not what in most European countries, 
specifically in Germany, is called an "engineer with 
diploma" or "diplamaed engineer." He was educated in the 
equivalent of a first-class American technical high school, 
which, by the way, produced highly skillful technicians 
capable ofsolving rather complex problems in the shop but 
not engineers in the educational sense of the word. When 
the Jobst stocking had to be manufactured in volume, 
intricate ngineering problems may have had to be solved, 
but the original act ofinvention followed a rather simplistic 
script. 
Jobst orten asked me about he nature of the abnormal 
circulation of the veins of the lower limbs that lay behind 
his continuing problem. It is to be noted that, like most lay 
people, Jobst initially had no clear concept of even the 
elementary nature of the anatomy of the venous circulation. 
I provided what may be called a "beginner's introduction" 
to the function of venous valves and the physical factors 
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that assure the return ofvenous blood from the lower limb 
to the heart. 
In early 1949, that is, about 2 years after I began to see 
hirn in the clinic, Jobst remrned for his usual monthly 
examination. He did not have his Sooey boot on but 
instead was wearing a light-weight, knitted, knee-length 
hosiery. His stasis ulcer was markedly improved. 
In answer to my astonished inquiry, he explained that 
he had fabricated the stocking on the principle of "gra- 
dient pressure." Because he understood that the problem 
of his venous circulation was the lack of functional valves, 
he conceived that the blood in his leg will require a 
constricting pressure that was greater near the ankle than 
it is near any given level above; this would provide an 
upward driving force. Thus he constructed a pattern or 
template by measuring at several evels about 11/2 inches 
apart the circumference of bis leg from the anlde to the 
knee and then reduced the measures of circumference as
he proceeded from the ankle to the ka~ee, thus ereating 
a propelling force upward. He had some problem before 
he found a light-weight knitted material for making the 
stocking. The first phase of the fabrication of the stockäng 
consisted of a flat piece of t:abric with a width that varied 
according to the principle mentioned above and which 
then was simply sewn together as a seam in the back of 
the leg. He had to try several degrees of compression 
before he settled on the measurements that he found both 
comfortable and effective. 
For the use of those who wished to be fitted with the 
new support, he stamped out a yard-long paper tape 
measure with side-tails for estimating the circumference of
the limb at various levels. (The tape was in use for many 
years.) The approach, of course, may have been unsophis- 
ticated but the result was unmistakably excellent, and only 
a fool would have overlooked its practical value. 
I myselfwas impressed and encouraged Jobst's plan to 
make the invention available for medical use. At this point 
I began graduaUy to become Jobst's consultant in ethical 
promotion. He first wanted to advertise his product in the 
daily newspapers and commercial publications. I pointed 
out that the nature of the device in itself would make this 
type of popularization impractical and even risky. The 
efficient performance of the device depended on individual 
fitting, and this requirement made buying it over the 
counter virtually impossibte. The long range success of the 
product, I said, would depend on being accepted by 
physicians who could provide individual fitting. But first 
the effectiveness of this new tool had to be proven. I gave 
Jobst the list of names of surgeons in the near Midwest 
(from the roster of the Central Surgical Association) with 
advice that he visit as many of these as he could and leave 
with them samples, requesting at the same time the favor 
of a written testimony if they found it as claimed. In the 
possession of a sufficient number of endorsements hethen 
could apply to the Committee on Physical Appliances of 
the Amcrican Medical Association (AMA) (long since 
discontinued) and request approval. With this approval he 
could advertise the stocking in ethical medical journals and 
in particular in the Journal of the American Medical 
Association. 
Jobst accepted this way to proceed. During the first few 
months, while he was popularizing his device, he showed 
persistence and energy seldom seen. He taust have visited 
dozens of doctor's oft]ces and eventually collected the 
endorsements needed for the approval of the AMA 
committee. 
Orte more episode in this historical retrospective that 
is perhaps worth recording was an offer in 1953 or 54 
by Jobst to me to become a partner in his firm (by then 
highly successful). I politely refused, and he did not seem 
to be offen&d, but afterwards our relationship ercep- 
Uvely cooled. Of course, our doctor-patient association 
had ceased earlier because his ulcer had healed, lobst later 
became sick with kidney d_isease and died of it in 
1957. 
It would be a very sensible question to ask why I have 
not made public earlier this connection with a modest but 
highly beneficial invention that was also a spectacularly 
successful commercial venture. Perhaps the main reason 
was that I always considered my relation with Jobst a 
personal rather than medical or scientific or commercial 
one, and I have never liked making personal matters public. 
But I taust also confess that I, almost subconsciously, 
underrated the medical significance of the entire episode. In 
the mid 1950s when Jobst's enterprise became aworldwide 
success, I was involved in a great adventure: surgery of the 
arteries. It was a common conceit among those who 
participated in the early history of modern vascular surgery 
to look at superficial venous disease as a problem worthy of 
little attention. In retrospect, his was a mistake. 
D. Emerick Sz~Tagyi, MD 
Division of Vascular Surgery 
Henry Ford Hospital 
2799 W. Grand Blvd. 
Detroit, MI 48202 
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Thoracoscopic sympathectomy for Buerger's disease 
of  the upper extremities 
To the Editors: 
With the development of arterial reconstruction tech- 
niques, the optimal surgical therapy for chronic arterial 
occlusive disease has shifted from sympathectomy to direct 
revascularization. However, sympathectomy is still widely 
used in the treatment of Buerger's disease because arterial 
reconstruction is frequcntly not feasible because of the 
peripheral localization of the lesions. 
New endoscopic instruments and imaging equipment 
have recently made thoracoscopic surgery feasible. Tho- 
racoscopy provides a wide view of the pleural cavity and 
mediastinum and has been shown to be useful for 
resection of lung bullae, 2for the dissection of mediastinal 
cysts, and for thoracic sympathectomy in patients with 
hyperhidrosis. ~-S However, little information is available 
about the utility of thoracic sympathectomy for patients 
